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Executive Summary
Mental health patients’ reason for an emergency department visit often cannot be
identified by a glance at the patients outside appearance. Generally, the average patient will walk
into an emergency department with a focused and identifiable ailment for treatment. Behavioral
patients’ ailments are hidden within and can be difficult to treat. As a result, often this group of
patients are discharged just to be readmitted a short time later. This readmittance is due to
several factors. The largest factor is that of noncompliance to discharge instruction from the
emergency department. My change projects chief focus is to curb this trend of readmittance and
non-compliance of discharge instructions. Cossette (2015) literature review noted that
unnecessary emergency department revisits may result in overcrowding, increased waiting time,
and failure to provide appropriate emergency care. Following up with this patient population via
telephone ten days post discharge has shown to decrease the trend of noncompliance and shown
to increase attendance to outpatient clinical appointments. A reduction in patient rehospitalization and increased patient satisfaction were reflected as a result of the follow-up
interventions. This reduction can also have a positive effect regarding the financial burden on an
already cash strapped emergency department. Additionally, patients who seek mental health care
in the emergency department consume more resources than those being seen for concerns related
to illness or injury (Sobolewski et al., 2015).
Getting patients to their first appointment is the first step in improving continuity of care,
which in turn can reduce the ED patient load (Bernet, 2013). However, studies have shown even
the most simplistic of follow-up protocols can present with significant challenges. One such
challenge is the lack of continuity between ED providers in the emergency department as a
potential barrier to implementation. However, the associated cost of the implementation of the
3
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change project is minimal as a result of the overall infrastructure already in place in the Christus
Good Shepherd Behavioral Unit. The following change project looks to show that following up
with discharged patient’s by telephone or in-home visits has a direct and positive impact on
patient compliance to medications and decreases potential patient re-hospitalization. Not only
will following up decrease readmittance, but will also extend a gesture of compassion to a
population that is often void of such gestures.
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Increased Discharge Compliance Through Mental Health Follow-Up
Emergency departments are being strained to their breaking points as a result of the
recent COVID pandemic. These departments are in need of programs that can help to reduce
stress on not only limited budgets but also reduce the strain on their overwhelmed staff. One
such strain on emergency departments and their limited resources is the readmittance of mental
health patients as a result of non-compliance of the discharge instructions. The change project
looks to address whether following up 10 days post discharge can increase discharge instruction
compliance and ultimately reduce readmissions. The aim of the project is through the utilization
of pre-discharge education and a follow-up survey, emergency departments will potentially
reduce the numbers of readmits of mental health patients that these departments can see a true
benefit into the care of this often-overlooked patient population.
Rationale for the project
Today’s emergency department patients typically arrive in the healthcare facility with
clear medical issue. Today’s behavioral patients often lack a clear and defined medical
prognosis for providers to assess and treat. An additional key factor that separates the behavioral
patient from the non-behavioral is that at my facility an individual cannot be admitted for a
psychiatric diagnosis. Simply, if the provider finds no underlying medical issue, the patient can
only be transferred to an outside facility or simply discharged. To further complicate plans of
care, behavioral issues are often obscured by patient non-compliance in taking psych
medications, patient drug dependencies, and unorthodox manic behaviors.
The ultimate goal of the change project is to establish whether following up with mental
health patients ten days post-discharge enhances compliance in discharge instructions. The
primary aspects to be focused on in the instructions is medication compliance and attendance at
5
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outpatient clinic appointments. These two aspects work together. The clinic appointments allow
mental health providers to evaluate the psychotropic medication needs of the patients and to
maintain accountability with the patient in the taking of the prescribed medications. The
cornerstone of effective mental health care has shown to be that of an effective psychotropic
medication regiment. Emergency department providers are tasked to assess and evaluate the
patients existing psychotropic medications. Unfortunately, finding the correct medication
balance is often time consuming and elusive for these already time constrained emergency
department providers. Over the decades, research reflects ranging therapeutic interventions,
backed by various randomized trials, were developed for people with schizophrenia and related
psychotic disorders. Examples of the interventions are noted as pharmacological treatments with
first- and second-generation antipsychotic agents, cognitive behavioral therapy and other
psychological interventions, family interventions and psychoeducation, social skills training,
vocational rehabilitation, and other psychosocial rehabilitation techniques (Bighelli, et al., 2016).
However, under ordinary circumstances these evidence‐based interventions are not easily
translated into practice. Emergency departments are fast paced and not structured for long
ranging interventions. For most emergency department Providers, assessing mental health
patients and developing a plan of care is often developed around the patient’s current episode
and treated as such.
Literature Synthesis
In a review of the literature, peer-reviewed articles were located that discusses the various
means of following up with mental health patients post-discharge and the result of their studies.
Search engines utilized included CINAHL Complete, Cochrane Library, and EBSCOhost
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Databases. The following words and phrases were used within the search engines: Emergency
department, mental health, behavioral health, suicidal ideation, follow-up, telephone follow-up,
medication, and non-adherence.
Much of the literature reviewed reflected that following up with discharged mental health
patients does have a positive effect. Shumway et al., (2008) found that an intervention delivered
by a social worker to frequent emergency department users with psychosocial problems
improved secondary outcomes such as peer and social service support, while also reducing
emergency department revisits. However, the positive aspects are generally shown not to
maintain for a significant time. Sobolewski, Richey, Kowatch, and Grupp-Phelan (2015) stated
those who returned to the emergency department within two months for another psychiatric
evaluation, only one third had successfully followed up with a mental health provider. The
Sobolewski study also stated the importance that efforts must be made to link patients with
outpatient mental health services both at the point of contact in the emergency department and in
follow-up.
The majority of the literature reviewed explored telephone follow-ups as the primary
means to follow-up with patients. The John Ma (2017) study was conducted over a nine-year
period with a fucus on the utilization of telephones to follow-up with mental health patients. The
Ma study covered the greatest number of patients as well as the greatest length of time of the
studies reviewed. There were 127,524 cases that met criteria to receive a follow-up call, with
138,331 attempted calls being made and 46,114 (36.2%) cases successfully followed up.
Although telephoning was shown to be an effective vehicle to perform follow-ups, the authors
were unable to determine if follow-up telephone calls led to improved primary care physician
follow-up or a decrease in return visits to the ED. From an evidence standpoint, this is
7
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concerning due to the incredible length of the study and the large patient volume of the study.
Simply, if after 9 years and 100,000 plus follow-up calls, the literature still is not able to
conclusively state that telephone follow-ups are an effective and productive means of long-term
care for mental health patients, is the implementation of telephone follow-ups in the future
realistic?
A literature review conducted by Malakouti, Nojomi, Mirabzadeh, Mottaghipour,
Zahiroddin, and Kangrani (2016) explored the effectiveness of home visits opposed to telephone
follow-ups. During the one-year follow-up, the rate of rehospitalization for the telephone followup and as-usual groups were respectively 1.5 and 2.5 times higher than the home-visit group.
Although, home visits were shown to be more effective than telephone follow-ups, the necessary
resources are simply not available to realistically implement such an approach. Home visits
would be an ideal approach, but are realistically not an option for follow-up with the available
resources.
If telephoning or making a home visit are not options, a third follow-up option would be
to physically mail the patients leaflets and follow-up letters. In one study, in the United States in
the 1960s and 1970s, a series of letters were mailed over the 5 years following hospital discharge
to people who had refused ongoing care and a lowered risk of suicide was observed in the
intervention group during the first 2 years of the trial (Bennewith et al., 2014). The unfortunate
reality many mental health patients are homeless and do not have the resources for a telephone.
Homeless shelters in the area are the only stability that many patients have for a means of contact
and offer a physical address to utilize. When telephone follow-ups are not an option, a follow-up
letter with the contact information for the local community outreach group are mailed to the
shelter for the patients benefit. The literature has repeatedly shown that the days post discharge
8
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has proven to be critical for many patients and having multiple options for interventions
available for this period of increased risk is crucial.
Project Stakeholders
In order for any perspective change to be effective, inclusion of stakeholders is essential.
The stakeholders involved in the success of the change initiative are the registered nurses,
behavioral patients, patient families, emergency department providers, and Christus
management. They all have a vested interest in the long-term success and benefit from decreased
readmittance of patients. A central stakeholder in the care of today’s mental health patients
generally involves the support of the patient’s family. A team approach from family is a key
factor in the care of behavioral patients. “The family relationship with the person with mental
disorder is sometimes unstable, but when the symptoms of the disease are controlled, there could
be a harmonious living and the people in psychological distress contributes to the caregiver,
including their company” (Nascimento et al., 2016). However, for family involvement to be
effective, educating and working with the families as a team is crucial for success. As primary
stakeholders, families can and often endure incredible stress and frustration in the day to day care
of MH patients. “These caregivers spend a significant amount of time and energy in caring for
their loved ones, despite the large emotional burden and the impact on their personal goals”
(Zegwaard et al., 2015). The success of the stated change project objective of adherence of
discharge instruction post discharge hinges on several factors. However, without the involvement
of the patient’s family, behavioral patients will lack key support to maintain discharge
compliance. The unfortunate reality in many mental health patients is that they have alienated
much of their family and homebound support structure by the time they are even admitted to the
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emergency department. As a result, many mental patients lack family as a stakeholder in their
long-term care.
The Behavioral Unit Staff is also a significant stakeholder in the care of the mental health
patients. The Christus Good Shepherd Behavioral Unit often sees patients discharged from the
unit and return only a few days later. There are varying reasons for this short time-frame, but
non-compliance of discharge instructions is generally a top reason. Additional stress on the staff
is often noted as a result of treating the same patients over and over. It can affect the staff’s
overall morale and it drains the Units resources unnecessarily.
Implementation Plan
When considering the implementation of following up post-discharge with mental health
patients, the following factors are to be considered. The first step to implementation would be to
establish a simplistic step by step protocol and instructions that is available to all behavioral unit
staff. The protocols would involve comprehensive education of BH staff, Questionniare-28
(GHQ-28) survey to be conducted pre and post patient discharge, and a log that includes notes
and records concerning patient’s information and status after follow-up.
Speaking with patients and their families prior to discharge regarding instructions
pertaining to medication adherence and the importance of attending all outpatient clinic
appointments is crucial. Conveying the potential positive outcomes of compliance to discharge
instructions is the core to the success of the implementation of the change project. Family can get
involved directly in treatment, participating in education programs, family therapy, and group
support, but they can also benefit from seeking individual mental health care (Ellis, 2019).
Involving patient family and caretakers is an essential part of the implementation. Behavioral
10
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patients often require extensive redirection and assistance during the timeframe immediately
following discharge. If no contact can be made by telephone, we would mail a follow-up letter
containing the outpatient clinic information as well our unit contact information. Due to the
logistics of meeting with patients to face to face, we would re-administer the General Health
Questionniare-28 verbally over the phone. The ten-day timeframe is incredibly important
because patients are discharged after being placed back onto psychotropic medications. The tenday post discharge follow-up is designed to helping the continuance of patient’s psychotropic
medications. As each follow-up is completed, all the information from the meeting will be
logged into the BH Unit systems. The information will then be reviewed by staff and leadership
to evaluate the effectiveness of the project. The review of all discharged patients that have been
successfully contacted will be completed every two weeks of the initial eight week stated timeframe. At the conclusion of the eight-week trial, a complete audit would be performed to assess
the project and its merits.
Timetable/Flowchart
The steps to this change project began with identification of a need in my clinical setting.
Once the need was identified, a PICOT question was developed in order to guide my review of
literature to identify evidence that supports the change. My change project looks at reducing
mental health patient non-adherence post discharge with the addition of following up ten days
post discharge. Evidenced based practice research was conducted through the UT Texas at
Library. The change project was converted to a benchmark study as a result of the COVID
pandemic in September of 2020. EBP research was compete in October of 2020. The benchmark
study results were delivered to Senior Management in November of 2020.
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In the first week, a meeting with department leadership would be executed to seek
approval. A presentation of the change project benefits and details would be presented to
leadership in order to gain implementation approval. Once approved, a timeframe of the stages of
implementation would be established. At this stage, development of all educational and training
documents for the training of behavioral unit staff members would be performed. Once project
materials are generated, reviewed and revised, the information would be sent to the printer. We
estimate a timeframe of two weeks for the approval process and to have items printed and ready.
During this two-week period, we would begin the training and educating the Christus behavioral
staff on the revised discharge instructions, General Health Questionniare-28, online patient
follow-up logs, and consents. We feel that all unit staff can complete training in the first two
weeks. Once training has been completed, the change project can be implemented.
Week three will begin with the first patients in the change project. At the conclusion of
the third week, the first series of follow-ups would be completed and logged. Starting with week
4, a complete review of the activities of week 3 would be conducted. After review, changes
would be implemented to resolve noted issues. Week 5 through week 7 would continue to gather
patient information and log into digital system. Beginning week 8, all the logged information
would be reviewed and analyzed by behavioral leadership and behavioral staff. A concise review
would be conducted on the project’s aspects, both negative and positive. After the 8-week trial, a
decision from Behavioral leadership on continuing the trial would be necessary.
Data Collection Methods
The evaluation data would be collected by the Behavioral Health Unit at Christus Good
Shepherd Medical Center in Longview, Texas. Successful follow-ups post discharge has shown
to have multiple positive aspects to the long-term care of the behavioral health population.
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Behavioral patients face many challenges post-discharge regarding plans of care. Motivating
patients to attend their outpatient clinic appointments is the first step in improving continuity of
care, which in turn can reduce the ED patient load (Bernet, 2013). Studies have also shown that
following up is crucial in avoiding return emergency department visits and/or hospitalization
which have a negative impact to both the system and the individual in crisis (Boudraux, et al.,
2015). Developing an evaluation plan is necessary in order to evaluate the effectiveness of the
initiative. A positive evaluation plan would include the following factors: utilizing patient
interviews, family interviews, survey/questionnaires and addressing past non-compliance factors
will enable behavioral staff to compile, interpret, and evaluate the post discharge data. The
following are itemized steps within the evaluation plan:
1. Written consents obtained prior to discharge
2. Complete the General Health Questionniare-28 (GHQ-28) prior to discharge. Log
data.
3. Collect follow up data from patient and family, provide patient written confirmation
of all appointments, directions, and behavioral unit contact information
4. Schedule an outpatient mental health appointment within 1 week of date of discharge
5. Begin follow-up at 1 week, and 1 month. Initial 30-minute contact at 1 week,
including verbal consent to continue follow-up participation, reassessment of mental
health risk factors, and post discharge instruction compliance. Re-administer GHQ-28
survey to indicate changes to the patient’s mental status in comparison to previous
discharge. Log data for comparison.
6. Continue to follow-up with established patients at 7, 14, 21, and 28 days even in the
face of non-compliance or lack of contact with patient. Record data with regards to
13
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no show appointments, readmissions to ED, and recorded medication noncompliance.
7. At 30 days, review collected data and assess utilizing regression analysis with
behavioral unit leadership.
The General Health Questionniare-28 (GHQ-28) was chosen to assist in evaluating the
patient’s current mental status. The literature has shown the GHQ-28 survey to be an accurate
tool for the measurement of individuals mental health. The survey consists of 28 questions
ranked on a scale of 0 to 3. The minimum score for the GHQ-28 is 0, and the maximum is 84.
Higher GHQ-28 scores indicate higher levels of distress. Participants with total scores of 23 or
below should be classified as non-psychiatric, while participants with scores greater than 24 may
be classified as psychiatric. The GHQ-28 questions are identified in four 7-item subscales:
•

Somatic symptoms (items 1-7)

•

Anxiety/insomnia (items 8-14)

•

Social dysfunction (items 15-21)

•

Severe depression (items 22-28)

The change project has the GHQ-28 survey being administered prior to the patient being
discharged and then repeated at the 10-day follow-up. The results of both surveys will be logged
and then reviewed to assess changes in the patients’ mental state.
With regards to inferential statistics, logistic regression analysis was utilized to represent
and compare the rates of attending outpatient appointments. Logistic regression was also used to
compare rates of emergency department readmissions in the 60 days post discharge. Descriptive
statistics data was collected via General Health Questionniare-28 (GHQ-28) surveys that were
14
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administered when staff followed up post discharge. Once collected, the data from the GHQ-28
surveys was analyzed and logged to assess the effectiveness of the project. The collected
information would be reviewed at 30 days by department leadership and nursing staff. The
purpose of the review would be to adjust survey/questionnaire content as a result of feedback
obtained over the initial 30-day inception of project.
Cost/Benefit Discussion
Implementation of a mental health follow-up would be low cost. Much of the cost would
be absorbed by utilizing exiting behavioral unit infrastructure. The training of staff can be done
in a limited amount of time. The additional training for the staff has been established at 4 hours
per staff member at a cost of approximately $16.00 per hour. There are 9 staff members that
would be required to receive the additional education and training at a cost of $144.00 per staff
member. The survey/mailer can be printed with existing paper/printer within the inhouse
Christus Good Shepherd print shop at a cost of $90.00 per 500 copies of each form, and the log
can be maintained on existing behavioral unit computers at no cost to the Behavioral Unit. An
additional $1000.00 was factored in for miscellaneous costs. The total cost of implementation
would be $2,476.00. Ultimately, the follow-up project success will not hinge on expensive
equipment or computer programs. Its success will be dependent upon trust, patience, and
empathy. Gaining the trust of the patients and their families is not important, it is imperative for
success. Educating them on realistic expectations of the journey ahead. Educating them on the
importance of medication adherence, how critical it is to attend their outpatient clinical
appointments, and most importantly, the knowledge that they are not alone on this journey.
Educating on the local available resources to help them on the rough days.
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Discussion of Results
As a result of the current COVID pandemic, implementation of the change project is not
feasible at this time. A conclusive discussion of the results cannot be fully performed as a
benchmark project. In the absence of implementation, I will rely on the results from the literature
reviewed. The evidence has shown through EBP that following up with mental health patient’s
post discharge from the emergency department increases compliance of discharge instructions
and can result in a reduction in re-hospitalizations. However, the evidence has also shown that in
virtually all the reviews, maintaining effective long-term follow-up has been elusive. The results
have conclusively shown that following up post discharge has positive implications, but that
readmission rates were not substantially altered as result. Several factors were noted as
contributing to this lack of change. A key factor, lack of continuity between providers in the
emergency department, was noted as a primary barrier to the implementation of the intervention.
Yes, through evidence-based practice presented in the studies, have shown that following up
with discharged patient’s by telephone or in-home visits has a direct and positive impact on
patient compliance to medications and decreases potential patient rehospitalization.
Conclusions/Recommendations
After careful review of the evidence, this study supports the conclusion that a telephone
follow-up program is a positive addition to standard care in the treatment of discharged mental
health patients. Although, the literatures evidence has shown areas of success, the evidence has
still shown that following up with behavioral patients is unlikely to be maintained long term. The
reality is the majority of today’s mental health patients will not participate in a follow-up
program. However, that does not mean that the future implementation cannot have a positive
effect on many others plans of care and overall health. One challenge that I feel will have the
16
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greatest effect on a successful implementation is that of the lack of continuity of care. To be
successful, patients require continuity of care from a physician. In my opinion, emergency
departments generally cannot offer this style of care. Long term positive care cannot be achieved
if a plan of care lacks consistency. I truly believe that following up with patients would yield
positive results and increase quality of care. As a result, I do feel this particular change project
could be successfully implemented in the future. I plan to implement focused and clear discharge
instructions and include contact information to Community Health Core to all discharged
patients in my Unit. Also, when I readmit a patient, I plan to assess the factors in a more detailed
manner regarding what has brought about their return. The reality is, I cannot help every mental
patient comply with their discharge instructions, but I can help. I feel that the evidence reviewed
has truly made me a much better clinical nurse.
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Appendix A
Synthesis Table
PICOT Question:
In persons with Psychiatric/Mental Health related diagnoses and treated in the emergency department (P), what is the effect of
outpatient follow up phone calls regarding discharge instructions (I) as compared to no follow-up (C) affect compliance to discharge
instructions (O) over 8 weeks (T)?
Evidence Synthesis Table

Studies Design

Sample

Intervention Outcome

A

NonRandomized
control

N=1265

TFC

Intervention group had
approximately half the rate of
deaths by suicide than a TAU
group at 12 months (.087 vs.219)

B

Descriptive
Study

1111 Discharged MH
patients.
430 during baseline, 413
transitional phase, 268
outreach phase

TFC, FTF

Phase 1 Baseline:
OR 1.42, 95%, CI 1.05-1.93, P < .02
Phase 2 Transition:
OR 0.83, 95%, CI 0.63-1.09, P <.17
Phase 3 Outreach:
OR 1.72, 95%, CI 1.26-2.36, P <.007

C

Mean time until first reattempt in control group:
1,332 days (95%, CI= 1.223-1.440

NonRandomized
control

N=514
Group 1 n=296
Group 2 n =218

TFC

D

Randomized
controlled
trial

N=265
Control n=133
Experimental
n=132

TFC, FTF

E

Randomized
controlled
trial
Cohort

N=318

TFC

Rehospitalization in 12 Months: p Value
= .057

N=7826

TFC, HV

N=46,114

TFC

H

Descriptive
Study
Randomized
controlled
trial

Readmitted within 30 day follow-up
period: n=984
42% of pediatric cases were successfully
contacted with a follow-up telephone call

N=182

TFC, HV

I

Cohort

N=15,520

FTF

F
G

J

Cohort

N=1,161

TFC

Mean time until first reattempt in intervention
group: 1,429 days (95%, CI= 1.347-1512
Data demonstrated a significant
positive effect on patients’ perceived continuity of
care (p = .033), self-care capacities (p = .037),
anxiety (p = .007) and depressive symptoms (p =
.043), and the illness perceptions treatment
control subscale (p = .037). No differences were
found for other illness perception subscales or
medication adherence (all p’s > .05).

Analysis of variance (ANOVA): was
used to compare demographic and
clinical numeric variables as well as
comparing the mean score
Within 7 days: (OR = 1.69; 95% CI,
1.48-1.94)
Within 30 days: (OR = 1.65; 95% CI,
1.42-1.93)
Objective measure assessed via
multivariate logistic regression analysis
was successful follow-up with a mental
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K

Cohort

N=284

TFC

L

Randomized
controlled
trial

N=102

TFC, FTF

health provider including a psychiatrist,
psychologist, therapist, or counselor
Binomial logistic regression test was
used to assess whether a patient’s
psychiatric diagnosis
predicted follow-up
72.2% of the study group are either
ineligible or do not complete the
intervention.
10% (95% CI 3% to 17%) of those in
receipt of the intervention were admitted
to a hospital bed following a self-harm
episode
(41.3%) of the 80 intervention patients

Legend: A = Bliokas, B = Boudreaux, C = Cebria, D = Cossette, E = Currie, F = Fontanella, G =Ma, H = Malakouti, I = Smith, J = Sobolewski, K
= Sreedaran, L = Timko. TFC = Telephone Follow-up; HV = Home Visits, FTF = Face to face

Outcomes Table: Effect of follow up phone calls regarding discharge instructions
A
RH
RS
TFC
FTF
PST
HV

↑

B

↑

C

↑

↑
↑

↑

D
↑♦
↑♦
↑♦

E
↓

F

G

↑

↑
↑*

↑

H
↓♦
↓♦
↓♦
↑♦
↑♦*

I

J
↓
↑

↑
↑

K
↓
↑

L
↑♦
↑♦
↑♦

Legend: A = Bliokas, B = Boudreaux, C = Cebria, D = Cossette, E = Currie, F = Fontanella, G =Ma, H =
Malakouti, I = Smith, J = Sobolewski, K = Timko. RS = Reduction of symptoms, TFC = Telephone
Follow-up; HV = Home Visits; RH = Re-Hospitalization, ↓ = Decrease, ↑ = Increase; PST = Patient
satisfaction
* = statistically significant findings
♦ = higher level evidence

Recommendations
Rehospitalization is significant because decreased rehospitalization is indicator of successful post
follow-up activity. Increased patient satisfaction is significant because it is a reflection of the
follow-up activity and its success on an individual level.
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Appendix B

Draws up plan for post discharge treatments

Educate patient about pending discharge

Educate family about patient’s condition

Patient accepts and agrees to discharge
instructions

Patient agrees to
follow-up contact
post-discharge

YES
Establish and verify patient contact
information and establish time line for
follow-up contact

NO

Patient declines follow-up contact
post-discharge

Establish out-patient follow-up prior
to discharge from emergency
department

Emergency department discharge
complete
Emergency department discharge
complete

7 Days Post Discharge – Follow-up letter
mailed and Initial follow-up performed
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Appendix C
Example letter to be mailed to discharged mental health patients one week after discharge
from the Christus Behavioral Unit where follow-up had been arranged with a Community
Health Core outpatient clinic:

Dear (Patient Name)
It has been a short time since you were on Christus Good Shepherd Emergency
Department. We know that the time after discharge can be difficult for people
so we wanted to reach out.
We are writing to you to remind you that a member of your community mental
health team Community Health Core or a member of our Christus staff should
be contacting or visiting you within the next 7 days and that if things get difficult
you can contact them at (903) 758-0125. You can talk to a member of the team
about any areas of your life that are causing you concern, not just mental
health issues.
If things get difficult outside 9 a.m. to 5 p.m. and at weekends you can contact
the Christus Behavioral team at (903) 315-2160.
Below we have listed contact information for Community Health Core.
With best wishes,
Christus Good Shepherd Behavioral Unit

Community Health Core Clinic (Longview)
409 S Fredonia St.
Longview, Texas 75601
Community Health Core Crisis Line
1-800-832-1009 (24 Hour Help)
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Appendix D
General Health Questionniare-28 (GHQ-28)

Christus G ood Shepherd Behavioral Unit
General Health Questionniare -28
Date: ___________________________________________
Patient Name: ___________________________________
Staff Member: ___________________________________
Hav e you recently:
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25

0 = Nev er

Been feeling perfectly w ell and in good health?
Been feeling in need of a good tonic?
Been feeling run dow n and out of sorts?
Feel that you are ill?
Been getting any pains in your head?
Been getting a feeling of tightness or pressure in our head?
Been having hot or cold spells?
Lost much sleep over w orry?
Had difficulty in staying asleep once you are off?
Felt constantly under strain?
Been getting edgy and bad-tempered?
Been getting scared or panicky for no good reason?
Found everything getting on top of you?
Been feeling nervous and strung up all the time?
Been managing to keep yourself busy and occupied?
Been taking longer over the things you do?
Felt on the w hole you w ere doing things w ell?
Been satisfied w ith the w ay you’ve carried out your task?
Felt that you are playing a useful part in things?
Felt capable of making decisions about things?
Been able to enjoy your normal day-to-day activities?
Been thinking of yourself as a w orthless person?
Felt that life is entirely hopeless?
Felt that life isn’t w orth living?
Thought of the possibility that you might make

to

3 = Alw ays

0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0

1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1

2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2
2

3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3
3

0

1

2

3

0
0

1
1

2
2

3
3

aw ay w ith yourself?

26 Found at times you couldn’t do anything because your
nerves w ere too bad?

27 Found yourself w ishing you w ere dead and aw ay from it all?
28 Found that the idea of taking your ow n life kept coming
into your mind?

Thank you for your responses!
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